A questionnaire in French and English was sent to physicians practising geriatric medicine in France and the UK concerning certain aspects of their clinical practice. It also enquired of the doctors their place of practice, year of qualification, present position held, and in which part of the respective country they worked. Most of the answers reflect major divergencies in methods of clinical practice between the two countries. These answers are reported, highlighted, commented on, and speculation made of the possible reasons for the differences. We feel that international questionnaires are a useful way of alerting doctors to areas of practice which are falsely assumed to be correct; they may also reveal the possible basic solutions to common clinical problems.
Introduction
There is much anecdotal discussion on the different standards of medical care in various Western European countries, but we have been unable to discover any systematic investigation on these differences apart from that recently reported on general practice (Porter & Porter 1980) . A medical visit abroad produces surprises. Expected differences do not materialize; instead beliefs and habits which were never previously questioned become suspect when a foreigner sees that his host country does not accept them as gospel. This was the'experience of one of us (CR) when he spent a year working in a major hospital for the elderly in a Parisian suburb, During the year an Anglo-French conference on geriatric medicine took place in this hospital, the Hopital Charles Foix, at which delegates from both countries were asked to answer a questionnaire on the diagnosis and treatment of their elderly patients, and, as suspected, the results revealed differences. In view of this and of the closer integration of French and British medicine which will probably evolve through European Economic Community membership, we decided to embark on a wider postal survey.
Methods
Questions were prepared to cover areas of medical practice where it was thought that cross-Channel differences might exist. The British recipients of the questionnaire were a one in three sample of senior doctors who were members of the British Geriatrics Society. The nearest French equivalent to that membership list appeared to be the list of those invited to the annual geriatric meeting (Journees de Geriatrics in Paris, the French recipients being a six out of seven sample from this list. Each recipient received an introductory letter and the questionnaire in both languages so that he could, if he wished, satisfy himself as to the accuracy of the translation. A reminder was sent three months later to those who had not replied.
Results
Two hundred and eighty-six questionnaires were sent (UK 150, France 136) and 233 replies were received (UK 130, France 103). Of these 8 came from doctors who do not practise I Accepted 23 April 1981. Correspondence to J A (3) Should old people with hypothyroidism be admitted to hospital for initial thyroxine treatment? (ALWAYS/OFTEN/RARELY/NEVER) clinical medicine and who did not, therefore, answer the questionnaire; they were excluded from the subsequent analysis. The response rate was 81.5% (France 75.5%, UK 86.7%) although not all the respondents answered all the questions. The answers given in these 225 questionnaires form the basis of this paper.
The respondents
The French respondents had qualified more recently than the British. There are several possible explanations for this. The thesis is only one part, and often quite a late part, of qualification for a French doctor; junior doctors were not included in the list of British recipients; and geriatric medicine has been established in the UK for longer than in France. We believe this last is the most important explanation for the difference in samples in this respect. We do not feel that it detracts from the results of the survey, because we searched for any correlation between year of qualification and the answers to 17 questions where we thought an age bias might occur. In only one question was any significant correlation between answer and year of qualification found (Question 3) and this applied only to the British d o c t o r s . :
The majority (89%) of British respondents were Consultants. The French were a much more diverse group and this reflects the difference in the organization of health care for the elderly in France. Only 60% were of the most senior hospital grade (Chef de Service) and of these nearly half were part-time, usually half-time. Although doctors were not asked to describe their non-geriatric work, the answers showed that at least 20 of the hospital staff spent half of their time out of the hospital working 'en ville'. This often involves practice similar to that of a British family doctor but it sometimes indicates specialist work with the elderly performed from a private surgery.
The questions (abbreviated) The questions, the options which the respondents were offered and comments relating to each question are given below.
(I) If you fail to elicit a tendon jerk, do you strike the muscle YES normally responsible for the jerk to see if it responds to this direct France 82% stimulation? (YES/NO) UK 32% Comment: Neither of us had heard of this reflex before and we were surprised that 32% of British doctors said they tested it. The purpose of the test is to distinguish nerve from muscle lesions. The argument is that with either lesion the tendon jerk may be absent, but if the muscle contracts after direct stimulation then the lesion must be in the nerve.
(2) An 80-year-old patient has a haemoglobin of less than YES 10 g/lOO dl. Do you usually test for occult blood in the stools of France 69% such patients? (YES/NO) UK 94% Comment: We wonder how often this test leads to a useful change in the management of an elderly patient and also whether clinicians know precisely which chemical test is performed in their hospital, what its limitations are and how to interpret the results adequately.
ALWAYS OFTEN
France 41% 40% UK 14% 35%
(4) When a peripheral blood picture indicates vitamin B 12 and/or YES folic acid deficiency, do you request an initial bone marrow France 66% examination? (YES/NO) UK 48% Comment: Bone marrow examination used to be considered essential in the investigation of macrocytic anaemia. However, many doctors evidently are now managing without one. Is this because of the increased availability and reliability of assays. of B 1 2 and folate or because the haematologist now more commonly performs marrow investigations himself and is perhaps less willing to do so in this situation? How often is there a delay in diagnosis of another condition (e.g. mixed deficiency or leukaemia) as a result of not undertaking a marrow examination, and does this matter?
The majority seemed to think this procedure was part of the examination of the extracranial or systemic arterial systems. A few UK doctors thought ofit as part of the examination of the heart. We were not surprised that a minority thought the test was either not useful or not reliable; however, we think it is most important that of those who rejected it, no fewer than 15doctors (France 35%, UK 22%) did so on the grounds that it was dangerous.
(5) Pulmonary embolism has been listed amongst the causes of haemoptysis. Do you believe that it does cause haemoptysis? (YES/NO) If you have answered 'yes', what do you think is the usual colour of the haemoptysis? Comment: Some of the French respondents considered pulmonary embolism to be an exceedingly rare cause of haemoptysis, while 30% were not prepared to accept it as a cause at alI. Only 2 of the 110 British doctors who accepted it as a cause thought that the colour was usually blackish, but 2I of 58 French doctors used descriptions nearer black than red. This striking disparity of opinion can lead to real differences in practice. In the UK the appearance of red blood in the sputum of a patient who has become dyspnoeic after operation will be taken as strong evidence that the dyspnoea is the result of pulmonary embolism. In contrast, in France the development of postoperative haemoptysis would lead many doctors away from a diagnosis of pulmonary embolism. UK 0% 11% Comment: In France such an injection is likely to be given by a nurse. How much does this affect prescribing practices?
(11) If a person over 65 needs long-term anticonvulsant medication to prevent grand mal attacks, what is your first choice of drug? 87% of French opted for barbiturates or primidone (Mysoline). In the UK, first choice was phenytoin in 79%. (12) Should palpation of the carotid arteries form part of the clinical examination of old people? (YES/NO & WHY) (13) Would you advise catheter drainage for an immobile elderly woman with persistent incontinence of urine and sacral pressure sores? (YES/NO) (14) Do periods of clamping and release before a catheter is removed, in a patient with one in situ for at least one month, make the return to normal micturition more likely once it is removed? ( Routine investigations were popular. Nearly everyone wanted the haemoglobin measured. Measurement of plasma electrolytes and liver and thyroid function tests were more frequently required by the British. Blood cholesterol, triglycerides, uric acid, creatinine, sugar, Wassermann reaction or equivalent, ECGs, pelvic X-ray and acid phosphatase were more often requested by the French. The last of these surprises us, and we wonder if acid phosphatase was misread as alkaline phosphatase.
(19a) Do you think it is in the best interests of old people that some consultants in a district should look after only the elderly? (YES/NO)
Discussion
Most of our questions demonstrated substantial differences in belief or practice between France and Britain. What are the origins of these differences? Clearly the influences that decide what we think and do are diverse: some arise from undergraduate or postgraduate education, some from the ideas of medical and other colleagues or from the pressure of resource availability, and some from society, personal philosophy or ethics.
The way a history is taken or the examination performed and the interpretation of symptoms and signs are likely to be largely determined by undergraduate teaching. We suggest undergraduate influences mainly determined the answers to the questions on the ideomuscular reflex, haemoptysis and pulmonary embolism, symptoms in hypertension and -the palpation of the carotid arteries. Ideas on treatment are more likely to be developed after qualification.
We suspect that phenytoin has fairly recently replaced phenobarbitone as the anticonvulsant of choice in the UK. Perhaps the antibarbiturate lobby has played quite a part in this, but a more obvious lead has come from postgraduate teaching from neurological centres. We wonder whether phenytoin levels can be measured more readily in the UK. In this respect resources in the UK may be better than in France but there is no doubt that in the UK there are fewer hospital beds than in France. This must affect admission policies and may account for the different attitudes concerning the place of treatment for the newly diagnosed hypothyroid old person. We wonder if the French are not generally more interventionist than the British. Tradition and religion, as well as the pressure of an item-of-service renumeration, could explain this. Several of our findings might suggest that this is so, for example, their greater desire to admit patients for supervision of thyroxine treatment; their increased readiness to prescribe the relatively toxic antibiotic gentamicin; their greater use of antihypertensive drugs; and their more frequent measurement of cholesterol and triglycerides. On the other hand, the French on the whole were less likely to use local anaesthetic prior to catheterization of a male patient. French readers may be thinking that this sounds somewhat chauvinistic but there are odd things about the British answers too. It is surprising, for example, that there was no detectable difference in vitamin D use in different latitudes of the UK, yet there were significant geographical differences in the British answers to two other questions. English doctors were equally divided on catheter clamping whilst those in the rest of the UK were 80% in favour of clamping. Doctors in Ireland and the North of England tended not to use opiates, those in Wales and Southern England were equally divided and opiates were most frequently used in Scotland.
In due course it should be possible to give 'correct' answers to some of our questions. Perhaps the place for treatment of hypertension in the elderly will become clearer when the complete results of the current trials become available (Amery et al. 1978 , Coope 1980 . We think that several questions could usefully be examined by even quite small geriatric departments. Do tests for occult blood help management of patients who present with iron deficiency anaemia (several test kits may have to be tested)? How much does a bone marrow examination help in the management of patients with macrocytic anaemia? How often is pulmonary embolism a cause of haemoptysis in the elderly?
Is it just chance that the greatest unanimity of British doctors was in their answers to the least medical question, i.e., that on catheterization for incontinence of urine (13), and how surprising that the French and British doctors should have major differences on most of the questions and yet agree that geriatric medicine is a specialty? Our critics may say a specialty should have its own knowledge base, but perhaps it is more our common enthusiasm and optimism which unites us and which determines our therapeutic effectiveness rather than our specialized medical knowledge.
